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300.610(a)
300.1210(b)
300.1210(c)
300.1210(d)(6)
300.3240(a)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory commitiee, and representatives
of nursing and other services in the facility. The
policies shall comnply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
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care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

c) Each direct care-giving staff shall review
and be knowledgeable about his or her residents'
respective resident care plan.

(d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken
to assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator,
employee or agent of a facility shall not abuse or
neglect a resident.

These requirements are not met as evidenced by:

Based on interview and record review the facility
failed to ensure staff followed facility policies and
plan of care for safe transfer for R1 and R2. R1
was transferred without the use of a gait belt
resulting in R1 falling receiving craniocerebral
injuries. R2 was improperly transferred with a
mechanical lift resulting in R2 falling from the
mechanical lift receiving orbital and frontal sinus
fractures. R1 and R2 are two of three residents
reviewed for falls in a sample of three.

Findings include:
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1. R1's Physician's Order Sheet (POS) dated
December 2018 list the following diagnosis:
Parkinson's Disease, Dementia without
Behavioral Disturbance, Unspecified Atrial
Fibrillation and Aftercare following Joint
Replacement. The same POS documents R1
receives anti-coagulation therapy with the
following medications: Aspirin EC (enteric
coated)} 81mg (milligrams) tablet by mouth daily
and Eliquis 5 mg tablet one tablet twice a day.

R1's fall assessment dated 12/3/18 documents
R1 was moderate risk for falls. R1's MDS
(Minimum Data Set) dated 12/4/18 documents R1
is cognitively intact, requires extensive assist with
one staff for transfers and R1's balance is not
steady requiring one staff assist to be stabilized.

R1's care plan dated 12/13/18 documents R1
ambulates with a walker with extensive assist of
one staff.

Facility Incident Report dated 12/18/18
documents R1 fell at 10 PM. R1 was being
assisted out of the restroom with staff and lost
R1's balance. R1 fell backwards and hit R1's
head on the door. R1 has a hematoma to the
back right side of R1's head that was bleeding.
R1 was alert per Ri's norm and answers all
questions appropriately. ROM {Range of Motion)
assessed to upper and lower extremities, within
normal limits. R1 denied any hip or leg pain. No
internal or external rotation noted to lower
extremities. Upper extremities ROM assessed
R1 denies any pain or discomfort. Hematoma
with abrasion to back right side of head.

R1's Nurses Notes dated 12/19/18 at 12:07AM

state "(R1) fell at 10 PM. (R1)} was being assisted

lllinois Department of Public Health
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out of the restroom with staff and lost R1's
balance. (R1) fell backwards and hit (R1's) head
on the door. (R1) has a hematoma to the back
right side of (R1's) head that was bleeding. (R1)
alert per norm and answers all questions
appropriately. ROM assessed to upper and lower
extremities, WNL (within normal limits). (R1)
denied any hip or leg pain. No internal or external
rotation noted to lower extremities. Upper
extremities ROM assessed. (R1) denies any pain
or discomfort. (R1) stated tailbone and the back
of head hurt, (R1) was assisted up with staff
assistance to wheelchair. (R1) again denies any
pain or discomfort to upper or lower extremities
with transfer. Vital Signs 97.8(Temperature),
67(Pulse), 20{Respiration), 203/82(Blood
Pressure), 97% oxygen room air. Area to back of
the head cleansed and assessed. (R1) assisted
to recliner in room with staff assistance.
Neuros(Neurological checks) initiated. (R1)
compiained of increasing pain to tailbone and
head. (R1) stales (R1) feels tired and “off".
Physician notified of the fall and (R1's) condition.
Order received to send (R1) to Emergency
Room.

R1's Nurses Note on 12/19/18 at 1:31 AM states
"Emergency Room called to give report on (R1)
and (R1) is being transferred to another hospital."

R1's Hospital Emergency Department Discharge
Summary dated 12/20/18 documents under
"Discharge Diagnosis: Subdural Hematoma
secondary to head injury/fall while on Eliquis
(blood thinner)." Section titled * Impression”
documents "There is interval progression of
intracranial hemorrhage (bleeding in near the
brain}, left-sided subdural hemorrhage,
hemorrhagic parenchymal contusion and
traumatic subarachnoid hemorrhage is
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V4, CNA (Certified Nursing Assistant) stated on
112119 at 2:40 PM, " (R1) and | went to the
restroom (R1) pulled her own pants up after she
was done. | was standing right next to her. (R1)
stood up from the toilet and pulled up (R1's)
pants. {R1)and | walked out of the bathroom
shut the bathroom's door we were facing her
room we were walking toward the sink for (R1) to
wash her hands in the sink which is in the
resident’s room not the bathroom. | was standing
right next to (R1) and (R1) just fell straight back.
No, | did not have a gait belt on (R1) or | was not
touching her. | was just standing right next to her,
| don't work the annex part, | work in OB. | was
floated to that area because they needed help. |
asked the staff how {R1) transferred and the staff
stated (R1) uses her walker. (R1) was not
unsteady with gait, (R1) was sitting in her recliner
chair and (R1) stood straight up and | handed
(R1) her walker. (R1) was not unsteady at all with
walking. We went into the bathroom. (R1) was
finished and we walked out to the sink and | saw
{R1} fall back, | tried to grab (R1) but it happened
so fast.”

V2, Director of Nurses (DON) stated on 1/2/18 at
2:50 PM "(V4) was standing by (R1's) left side
from our interview with (V4). There was no gait
belt on (R1). (R1) was considered extensive
assist, One person assist. Facility policy requires
a gait belt to be use on all transfers requiring
assistance. (R1) should have had a gait belt on
during the transfer. "

The facility's undated policy titied "Gait Belt Use"

states " A gait belt must be used, if there are no

contraindications, every time a resident is

transferred or ambulated with assistance. If a
llinois Department of Public Health
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gait belt is used, you must have at least one hand
on the gait belt supporting the resident at all
times."

2, R2's Face Sheet dated 1/3/19 lists the
following diagnosis: Osteoarthritis, Essential
Hypertension and Coronary Artery Disease.
R2's fall assessments dated 2/16/18 documents
R2 to be at high risk for falls. R2's MDS
assessment dated 11/9/18 documents R2 to be
.severely cognitively impaired, and totally
dependent on two staff persons for all transfers.
R2's care plan dated 11/7/18 documents R2
requires two staff assist with transfers and R2 to
be transferred with a mechanical lit.

The Facility's form dated 5/8/18 titled "Resident
Incident Report" documents R2 had a fall on
5/8/18 at 7:15 PM. Section titled "Narrative of
Incident and Description of Injuries " documents
"(R2) jerked during transfer per mechanical lift
and fell to the floor approximately 4 feet landing
on left side, hitting left side of (R2's) head on
lower bar of mechanical lift. Noted laceration to
the left side of head and blood coming from
(R2's) mouth. Applied pressure to open area on
head and called ambulance for transfer.”

R2's Nurses notes dated 5/8/18 at 8:06 PM
documents " Nurse was called to room at 7:15
PM per CNA(V5} and upon entering the room |
saw (R2) on the floor between the bottom bars of
mechanical lift on {R2) left side with blood on left
side of head and coming from the mouth. CNA
(V5) states she was transferring (R2) to bed per
mechanical lift and (R2) jerked causing (R2) to
fall to the floor approximately 4 feet landing on left
side with left side of head hitting the bar at the
base of the mechanical lift."
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R2's Hospital Emergency Departrhent Summary
Report documents under "History of Present
liness: (R1) fell at nursing home from
mechanical lift, approximately 4 feet, complains
of facial trauma, epistaxis, left eyebrow
laceration and neck pain. Section titled
Diagnosis: Orbital Fracture, Comminuted,
Eyebrow Laceration, Fracture of Frontal Sinus,
Blunt Trauma to Face and Concussion.”

Facility undated Mechanical Lift Policy documents
" All Mechanical Lift transfers should be with two
assist."

V2, DON stated on 1/2/19 at 2:50 PM " (R2's)
injury was due to improper transfer with the
mechanical lift. The CNA (V5) was removed from
the floor immediately and was terminated the next
day. The facility's mechanical lift policy states
there must be 2 people to use the mechanical
lift." V2 confirmed only V5 was present during
R2's mechanical ift.

A
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